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Presren*ted are five papers on multidimensional , 
teaching modeLe presented at a workshop for ^ professionals serving 
deaf-blind children. ^i»n "interpretation of Visual Reports", M. Efron 
discusses procedures for improving visual diagnosis and provides a 
questionnaire format ,for an educationally oriented, vision report. M. 
Marshall, in het paper entitled "Language Acquisition in the^ Severely 
Handicapped", describes and outlines the stages of ah educational 
program for'^the sev^reT^ handicapped student. The third paper, "Motor 
Develppme,nt and the Classroom Teacher", (C. Stone), considers some 
general observations ai}out and methods of working with both 
ambulator y 'and nonambula'tory deaf-blind children. J. Waddell, the 
author of "The Interpretation of Audiolpgical Evaluations", .stresses 
the need for the teacher to. understand all evaTuative procedures and 
recommended rehabilitative measures in order to' assist the deaf-blind 
child in developing to his, fullest potential. Tn 'the fina\ paper on 
"Behavior Management for the Deaf-Blind", J. Writer provides 
information on the following topics: the deaf-blind child as an 
individual, assessment ,of the .child's qurrent level of .functioning, 
primary considerations in program planning,* suggestions for 
motivating the child, considerations in thex^elect ion of classroom 
materials., and the child Bnd his environment. <SB) 
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INTFRPRETATinN Of VISUAL REPORTS 
by 

Marvin Efron, 0. D. , P'h.D 



In order for the deaf-blind child to attain maximum benefit from his' 
educational proqram, it is obvious that as ituch reliable information as 
possible concerainq the child be made available to those who prescribe, 
hii curriculum and quide his experiences. No one doubts the importance 
of qood visual diaqnostie ^ork and the notion-need hardly be defended 
here. Nevertheless, inadequate, even quite erroneous diagnoses often 
are conducted by those dealing with deaf-blind children. ^ 

The ptesent writer is. of the opj^nion that the quality of visual 
diaqnostie work performed with deaf^-blind children could be improved 
substantially if a few .'straightforward procedures were followed. First, 
the teacher of the deaf-bTind child must have an adequate understanding 
of the visual process and the^ general growth and developmental patterns 
of children. However careful ly and competently a clinician may perform 
fi vision examination, it can be of only limited use to the teacher with 
too 'little knowledge^f the eye and the visual apparatus, thus' pre- 
venting accurate interpretation of the resulting clinical vision report. 

flinimal ly the teacher should 'be thoroughly familiar with the struc- 
ture of the eye, the muscles within and attached to the eye, and the 
visual pathways. The teacher s'hould understand the function of each 
element of the vision system, both sensory and motor. In addition, the 
teacher should have some basic knowledge of ocular p^ithology and general 
pathology that ha s^ effect on the vision system. This basic knowledge 
of pathology would include descriptions of various commojn diseases with 
their symptoms, detection techniques, treatments, and prognoses. Espe- 
cially important for the teacher to understand is the educational im- 
pl icatioRS .of the pathological condition of a student. Although the' 
informatinq, suggested above for teachers may seem quite imposing, the 
knowledge and skills required can normally be gained in several grad- ^ 
uate level courses. * ^ 

While a knowledge of child growth- and development is* important to 
any teacher, such knowledge is particularly important to/the teacher who 
must^ interpret cliniqal.eye retorts and use the' information in d^siwinq 
in^^tructi onal strategies. Suppose, for example, a teacher read a report 
that a particular child^had had normal vision until he lost eighty percent 
of his vision at aae six. The" teacher must understand the princ^iples ,of 
development well enough'to realize that this child probably .functions 
quite^ differently from one that had never had more than twenty percent 
of his vision. 
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The^e are levels of visual functioninq that children pass through in 
a particular sequence. The deaf-bl ind "child follows the saime general 
pattern or development but much more slowly, less efficiently and many ^ 
times wi.th deviations. Naturally, his social, emot/ional, physical, and 
intellectual development are affected. It is. essential that the teacher 
he able tn assess a child's status with respect to these developmental 
levels if effective educational experiences are to be'provided. 

A second procedure necessary to improvinc] vision diaginoses of deaf- 
blind children involves the c]inical examination itself. Practioners often 
iiicil:e the fnistake of employinq the same examination procedures with deaf- 
blind cl-n'ldren that they use with more normal patients, and quite, fre- 
quently this leads to faulty diaqnosis* A low functioning, deaf-blind 
child simply does not adapt well Or quickly to strange , surroundings , 
stranqc persons, and strange handling. Clinicians often work within a' 
()rq-sot time frame and there is not enough time for the deaf-blind • pa- 
tient to explore the- examining of/ic-e, adapt to the unfamiliar surroundings, 
and establish rapport with the clinician. It is essential that sufficient 
time' ho allowed for pre-examination familiarization if valid results are 
to he attained. 

f)nce familiarization and rapport are establj' shed , it i? most effecti've ^ 
for the clinician to adapt his ' examining procedure* to^ the child rather 
-than the child to the 'procedures . Tor' exampl e v to attefi^t to seat a 
low functioninq, multi-handicapped child in a chair and ask that he follow 
s()ecific instructions cftn be very frustratinq to the doctor as well as to 
thp patijent. ' In such ^se,. it may be easier and moic^ effective for the" 
child to sit on the flfcor, perhaps with a parent or t&^cher, and for the 
clinician to slowly iiitroduce lights 'in a-playful or gaine-like fashion. 
The examiner may then gradually approach the patient for examinatiojn , As 
many of these children enjoy watching light, the technique is simplifijed. 

By m'odifyinq his proced(jres to maximize, the cooperation of the chijd, 
the cl inic i.an can accurately deterinine %he extent of the ocular pathology 
and qain an objective measure of the refracti.ve error. ^ 

* «. , 

. As valuable as the^resul'ts of such cl in-^CBl exafiinations are, they 
are usual ly ^ somewhat less than accurate in determining 'the functional skills 
of'the Heaf-blj'rrd child. The, short span of time involved apjJ the limited 
si^tuation of even the m^st thorough clinical examination cannot reveal 
these skills. ^'/'Sub jecti ve" ot>s,ervati ons of the child over a period of 
weeks' and' even months are necessary to ascertain the client ' S/functional 

^levels, and these observatioi^is must he made under a variety of Conditions 
and responses to various situations in fami li ar ''surroun-di ng^ , Therefore, 
it would seem that the ^teacher is in a unique position td assist with the 
professional vision examination as it relates to the functional skills of 
the child. Reinq in a position to observe the -child for laaq periods of 
time in a/.familiar settinq and in various situations, th^e teacher is abl^e 
to provide the clinician with information that is not Otherwise available 
to him. This js particularly true of behavior that the child demonstrates 
only occasionally. For example, a cl inicia-n' may diagnose a child-as com- 
pletely . bl ind if he shows no reaction to light. But a very low functioning 
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child may exhibit a reaction to liqht only under certain conditions 
which the teacher has had opportunity fo observe. This information 
obviously would be quite vaVuable^to the cl-inician. 

A third procedure related to the visron diagnosis is the obliga- 
tion of the teach'er to nain as much information as "possible from the 
professional examination. Highly competent and quite complete vision 
reports often are not particularly oriented to the educational impli- 
Ications of the disorder involved. Therefore, the teacher can profit 
from requesting that the doctor, in addition to his professional 
report, complete a questionnaire that relates directly to the education- 
al implications of the child's condition. A suggested format fpr such a 
fjues t iohna ire appears below. ' 

ft ^ 

i rducational ly-Oriented Vision Report 

1. What is the cause of the visualy/impairment? 

2. Is any s[^pcial treatment required? If so, what is the 

' ' cjeneral nature of the treatment? , . ^ 

3. 1/. thp visual impairment likely to qet worse, better, 
or stay the same? • " . . 

* » ». 

/I. Should thn teacher be alert to any particular symptoms 
(such .\s eye rubbing, etc.) that would siqnal the need 
for ()rofess i ona] attention?^ \ ' • * 

What restrictions should be placed -on the child's activities? 

/.. ShoijiH the child wear niasses or contact lews? If so, 

un(1eTwh,at circumstances? , j 
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^ere you able to determine am aS|curate v-isual acuity 
measure? If so, what was the visual acuity of th^e child? 

•If a visual acuity measure was*not possible, what is your 
opinion re^iardinq- what the child sees? 

Is the child's focusinq ability and eye musQljC balance 
ade.quate'^ If not, please describe. 

Were you able to determine the field of vision? ' I-f so,' 
were there Sreas of no Visi'on in the field? Where? 

Was tfic child able to f ol 1 ow vi'sually a moving object? 
*Were there directions in which he could not track moving 
objects? Which directions? ' 

Will the' child work better with large. or with small -objects 
and pictures? At what distances? 

What 1 iqhtinq conditions would be optimal for his visual 
functioninq? 
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1^, What are your specific recommendations concernir/g this 
child's use of, vision in learning situations? 

15. When shcTuld this child be examined again? 

In addition to wri'tten reports, the cl inician wi 1 1 sometimes provide 
the teacher with supplemental oral information. The teacher should record 
these conversations for the child's records as well as classroom anecdotes 
that might provide insight fnto the child's disorder or developmental progress 
At all times, the teacher should realize tha't a short eye examination <:an 
provide only a limited amount of reliable data concerning the visual 
funct i on ing of the deaf -blind child. The teacher's job is one of constantly, 
add'in'n information through his own evaluations, subjective though they 
may be, to the pool of information avail-able for planning t&he educational 
experinnces of the deaf-blind child. If the teacher approaches his role, 
to diagnosis in this manner, he will not only be bet-ter prepared to guide 
the ledrning of the child, but he can serfe a valuable function as inter- 
[)reter and counselor concerning vision problems to the parents of Kis students 
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LANHUAGr ACQUISITION IN THE SEVERELY HANDICAPPED 

liy 

Mary H. Marshall , Ph. D. 



To. plan and iifiploinent a 1 ancjuaqe Droqram for the severely - hand^i capped , 
the Loachor or clinician must have a thorough understanding' of what the 
nwrmal child would be 'expected to do ^s well as^knowing the level of per- 
fonnancp of Lhe children in the lanr^age class. Knowledge of normal deve- 
lopment includes understanding phonemi^ syntactic and semantic a^spects of 
language acquisition. Equally important is how the normal child uses his 
lar^iguaqe system (the pragmatics of language development) whic^h has parti- 
cular significance for the teacher, Understandinq 'of the children involved 
knowinq the present levels of coqnitive, physical, social and emotional 
performance in order to be able to inteqrate all activities of the total 
proqrain and implement lanquaqe training. By determining where the child is 
functioning ^in relation to the expected norm, th^ language program can be 
planned so to overlap with training in learning skills, motor skills, self- 
help Skills and recreational activities. ^ 

A r'fwi(>w of normal language acquisition is beyond thS scope of*this 
paper though *the teacher of lanquage different children must have a tt^orough 
understanding of 'this process. - 11 should be remembered that the normal child 
learns early patterns , of movement, intonational patterns and sequencin-q 
skills. Mis pre- 1 inqui stic behavior involves the development of: iTslening 
skills and practice in vocalization. Before one year, the, normally develop- ^ 
ing> child responds to sound, turns to the source of sound, responds to no, 
bye-bye and environmental noise. He repeats syllables, imitates words, uses 
inflections, plays pat-a^cake and recognizes his name. W4th^n one^^to twQ 
year"-,' a child learns body p^rts,* identifies objects, follows simple commands, 
'uses two-word sentences, incre^^^s %he number of consonants and wowel s used 
and ^listen's to siiTiple stories. HB^ four years of age h^ -i-s using most of the 
syntactical structures he wi*ll use as an adult. He has learned to use his 
lanquaqe effectively by aqe five or six. This sequence of events gives basis 
and direction for |)lannin'g a language program. 
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In teaching the severely handicapped chjld^, ^the ti^acher must take t^ 
_^hildren J:hrough developmental stages and use^>^mul ti sensory ap.proach. Be- 
causjt^ of the varying types of handicaps encountered, the teacher must be in- 
novrttivo in adapting the steps of any proqrani to the individual children. 
Sigtit, touch and hearing are used receptively and verbal and manual skilTs " 
are usQd expressively. However, the content of the language program remains 
essentially the^same. The prograini must be systematic and structured. wi fh 
daily goals broken down into small un i ts "^using • more success than failure 
though always moving to more difficult tasks each day gr week. ^Specific 
objectives sho-uld be written after careful task analysis. (Task analysis in- 
volves identifying needed skills for the activity to be presented.) Program, 
instructional and supportive obje^ctives should be written to insure the b'est 
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us(» of ( iiiic and insure' ways of evaluation and pJanninq. faCh obj-ective 
should incluflo. six cpmponents, namely: when is it rjoinq to be. done; who 
is qoinq to do it; wlrat is goinq to b'fe done;, whom is it^goinq to be 
done; 'criteria that will indicate accomplj shment ; and evaluation method 
used ta detorm^ine if the objective has heen carried ouY, (^SHA PDMF ManucPl ) 

As has been indicated, the educati-onal programs involve develciB^inn 
other skills, such as self-help and socialization, as well as langu'aqe. The 
areas overlap though each should have Sf)ecif ic 'goal s. Because of the oveV- 
lap/, the language proqram should be q continuing, integrated part of the , 
daily (Tc t i v i 1 1 es . Interaction -wi th other children-^ a high lev^l of stiiiiula- 
t.ion, discipline, short a^ti^ities and immediate rewards are important - 
aspects of the overall proqram. The physi ca 1 f aci 1 i t i es'jviius t *a 1 1 ow for move- 
iiKuit. and play., Good lighting and auditory trairting equipment., should be pro- 
vifled asswell as many g.4klio-vi sual aids. 

Ihe daily schedule should be' arranqed to allow for activities alternat-' 
inq fKMween requirinq the child to be still with grdss motor activities. The 
(lay's routine, should remain stable so th*at the chi Jdren wi 1 1 know wha,t to / 
.(.^xpect and can associate /times of the day with particular activities.' Work 
in small qr'oups-is impor/ant to facilitate attention and interaction.. Real 
experiences should be tTsed to make language a meaningful activity. 

. Hecisions relative to what will be taught are made after careful obser- 
vation of the child to determine what he can do in order to determine what 
. he needs to know, fhe teacher must select a reinforoer, a reinforcement 
schedule and determine' 'how responses will be recorded. The program to be ^ * 
outlined below assumes that objectives will be written for each step as the' 
proqrafii moves from inattention and little or no verbal behavior to *a. com- 
munication system useful for the child's environment. The end qoal may take 
years to accomplish and for some children a few useful words may represent a 
comnunica tiort system. It should be noted that any proqram is only as effective 
as the teacher or clinician who administers it and that it is^ecessary to 
change proqrams to meet the individual needs of the children involved. 
^ * * 

The administration of the program involves controlled stimulus, record- 
ing of r:esf>onses and imriiediate reinforcement of correct or near correct 
responses. Sfimul us objects or materials, reinforcers and data collection 
shjjeets should be organised before the child\is brought into the room. A 
baseline should be established for each stage of the program by administering 
all tasks for that stage before beginning. After the child has met criterion 
f^r each state, re-administration of the tasks provides a post-test. The 
baseline determines where the teacher should begin training. 

Refore any effective teaching can take place, the child must learn to 
pay attention^;- Much teaching' time is lost if 'sufficient time is not spent 
fievelofjinq attending skills; thus, the first stage of the program involves 
estahl ish'inq s i tt i nq , " 1 ook i nq and listening behavior. If the child has any 
distractin^g behaviors such as bealing his head, kicking his feet, etc., these 
behaviors should be eliminated as a part of State I. Successful completion of 
the*wUtenflinq section fs essential to all other aspects of the language firo- 
■ gram or any other learninq program. It may be necessary to spend the first 
week or nonth (or more) of the prograim on these activities. It is not wasted 
'time as the reinforcers u&^d are learning oriented and beqi n' devel opi nn langu- 
age related skills. The chilcjren learn to sit 'in a chair, watch' pr listen to 
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Lh(^ t(Mch(n' find (i rf.'sporr.es ris well as ol iin i na Lo '(i is trac t iru] Ijehaviors. 

The tfM(Ji(^r must train fiorsc^lf to ?^ive only one repetit'ion of a stimulus, so^- 
that. (.h(> ncKHi to a-ttenVi will bQ estribl i shed . More efficient learninq wiJ 1 
Idkv [)lace . I)ecaijs(^ Lime is not wasted in needless repet i t ion "^nd waitirvj. 

Thus, Sta(|(> 1 is the fstabl i shrnent of Ati^nding (Jehavior. By using as 
r(>infor{(Ts .k. t i v i t i c^s involving development of visual perception ' (matching 
of colors, shapes, objects), auditory response to sound (when child look^, 
he hears a sound) ^ and v i sua 1 tmo tor skills (building blocks, puzzles, draw, 
ing), ofher skills related to language acguisitio,n are benun. Any Bbjects 
used will later t)e a part of the core vocabulary to be taught in the rece[)- 
tive and expressive slacjes of the -program. 



\t\ all stfigc^s of l.hc [irogram, thf^ child is prescuit (^d* 'wi th a s(. iinulus-. 
I( fif responds (.orrcMjIy, (.hr^ next, i tcMii is pre^ventJuL ' If he does not respond, 
or re',f)or)ds i n(,orrr>( t 1 y , ajjhysit..il ur verl)al prompt is (jiven and, through a 
'.ha[™Lii ['»roies', , t fu; cHfild'is (juifknl to make a correct r(^sponse on his ov/n . 
[he |^".](,al or v(n'l)al prompt is gradu(illy faded. 

It IS (>xf)fu. t,(Hl thrit therc^ will be at least four steps to Stage I (see 
outlinr*}. Whc^n the cfiild has mcM critc^rion on all ste[)s^of State I ,^ hc^ is 
rrMdy to (Mit(>r* IChr^ Imitation State of the program. 

Stance II involves expanding the attending beha^vior by having the child • 
imitate the teacher doinc] motor tasks. TJo language comprehension or expres- 
sion is r(^fiuir(Hl. It is ini[)ortant that the chfld can point and carry out. 
of hf^' c'S|)onses in order to sucessfully complete other parts of the program. 
Usuiilly, tfie child has already had some experience wi th tho's type of task ^ 
in Stag(» I because hc^ has mani [)iJl ated the materials used as reinforcers. ^ 
Txamples of tasks t.o be imitated are: dr'awing a line on tfie bocird^ rolling 
the hall, buildinfj a tower of blocks, and clapping hands. Ten different 
t.as^^ should he chosen which are a[)propriate for the children to be taught. 
l'hvsiC()l or' visual limitations may dictate items to be included in this stage 
of th(^ (irogram. When the child canicomplete HO of tfie 10 items, he is ready 
to mov(^ to th(^ recept.ive vocabulary stage of the program. 



!'.cfausf> it is anticipated that the childre'r) will use verbal commumca- 
tion, it possil)l(s ^f'^U^' III involves iniitation of sounds and words. Animafls 
arr^ usrul as a stimulus to encourage vowel imitation,. If the child can sta- . 
bf)li/(^ four* vowel^s, the teacher moves to consonant-vowel production, one ^ 
syllable consonan t- vowel ,^ and consonan t- vowel -consonah t words. There is no 
fin.il (.rM ter ion ,for com|)letion of State III, as verba 1 ization, wi 1 1 be en-' 
courjiged throughout the program.^ Precise articulation is not e^xpected. This 
stage will be begun s tmul taneous! y with Stage II. 'Only the cpmpVetion of 
Stage II is requir(Hl to move to the receptive stage (IV). 

Ifie fvurpose of Strige IV is to teach the childr'en a basic, core vocabulary, 
[he vocal)ulary is chosen on the basis of need, interest and function for-the 
(hi Id ancr may var-y for each child in th'(^ class. The vocal)ulary should in-'' 
cliid(^ body [)arts; nouns familiar to t.he child's' home and school envirortnients , 
•sucli as chair*, talile, box, cup, S[>o^on ; /names o'f toys, such as boat, Car, ball;' 
words r'epres(^n t i ng s[)atial re la t i onsh i [)s , such as on, ir); color^s; and adjec- 
tives, such as dirty, ■ big 1 i ttle. The initial S4sJ> .wi 1 1 include IS to ?0^ 
worrls. Thrs^ ch^ilcfis taught to respond t,o different commands involvinf] tfve , - 
basic vocabulciry and i ncr^eas i ng 1 y complex syntax and concepts. This stage in- 
volves' sevc^n l)asic steps which may need to be expanded f or a child having dif- 
f icu 1 ty wi th any ste.n . ' « . 



;>t('[j' I f)f' StrHir IV involves idopLifyim 10 nouias in re^ponseYo such 
, If ( oiiii'iarifls .IS "jhow mn the j" or Point to-'tho , ' Step ^ ' 
t(Mf.hf-. iflcnti ficri Lion of four body pants inVesponsc to •""Show me yolir . " 
In sLp[) ^ \\u: nouns Jroii) stf^) 1 ore used in playinq n qame in wh'ich the chTld 
must find l\u^ ohjpcf.s on command. 'Stop' 4 expands both attention and memory 

"Point* to" two db.fects named by the 



as Lh(' child must "Hive," "Show," or 

LfMchf^r. /)tpp 'j i^nvolvos the body fjarts arjain, this time usinq a do-ll yvith 
thr ( omman^l "P() i/it to the doll's or ' " " 
cfMits dirty; biq and little i,n rela^ 
sul)- s tfM^si namely: id(^nLi f ication or 



[^^T^y'^ ". Step 6 teaches the con- 

ion to the basic 10 nouns anlSvr4nvoVves 4 
dirty, plus the noljns, ^btq Mu^'the nou/is, 
1 * ^ ^ pliJ'' { nouns and di.scr imincftion between the three adjectives plus th^ 
nouns usinq Lhr comnia^nfls already establsihed (show me ,W] i ve* me poi nt to, f-ind) 
'.t(M^ /' involvf-, spricial relationships and teaches the child to respbniji to the 

command "Put the in or> on tPiq by mav i nff^ throuqh 3 substeps ..to 

f'>"^^ ifii tJifMi on^cind -final ly discriri^inrition between the two prepositions 

Af ( fif hfHjirininr) of the Maqe, tij 1 skills to be tauqfit are tested to 
/IfVf.f'riMirif' wfu^rr^ to hrujin. Trn stimulus are used in each step and subrSte[) ^nd 
-cr' 1 (.pr ion {'or coiitp I p f i dd of eac^i stpp^ i s .90 accura'cy in, two successive pre- 



,pn f a (. 1 on' 



Wfipvi f rfi'ild fid', coinpleted; tfip Receptiv.e Vocabulary Stane of the pro- 
qrrim fif. i\ ro.](\y (o IxHjin the #oressive Staqe. All ski 1 1 s' taucjtit are practiced 
<uid rpinfpr(jHl in otfu^r activitic^s durinq th<^ c^ay as well as in a. structured 
play srfucition whan planiiefi act.ivities he1f) to qeneralize the -skiTls which have 
Ikhti (.luqbt. ['[)is [)lanned pldy time provides the teacher .jan opportunity to 
obsprvp if (ho child is usin<) the lanauaqe skills presented in the-pronram. 

]hr rxf)rpssive Maqe (V) of /the f)roqram is desiqned to teach the child / 
to usp f ho core vocahulary'* in response to. specific questions. The 5te[)s move 
froi'i s imul y^nami^lq ol)J(^ct,s Lo answerinq with two word . responses,. A$ in the 
fviotnr imit.ition staqr^ of the proqrain, .prompts may be used so that the initial 
ar>'pWf^rs. rirr'- imitative. The verbaj prompt is qradually el imi na tedi.so -tha t 
t-hf^ child answf^rs spontaneously. Ixact articulation is not expectofl, Lhoufjh- 
the r(^sf)onse fiiust. f)f^ recoqn i /a 1)1 e . ' The Stafie involves fjve basic ^^eris with' 
a nuiiil)Pr- of sut)- 'J.^r^^s as irulicated'; , u 



• ''fpp I oj St,riq(^ V involves teachino tfie child to nainie the 10 founs (^stali-, 
lislierl (Mrli-fn- recap tJ v^el y in resf^onsc^ to tfve questJon '"What is this?". Step 
/ t(Nichp'. t hr .nrLiiinri of body parts ih response to the same questiol. Steo'S 
i nt>-o(hj(:f^s ,i new\ fjues t i on , "What rio you v;ant?" , and involves 6 suhlstepS, 
namely, ont^ word resf)onse when two. objects are .pr^esented , a onje l/ord, res- 
[)onse wfien five objects are presented, a two word response of- "di Jty 
wfren two qiijects are presented, a twcf word response of, "biq f when' "two 

ol)iert:s cjro presented, a two word he'sponse'of "little ^ ^"^wherftwO objects 
arf> prf^sented, and a two ,v/ord respQ^nse di scr irainat inq .betweein th|2 three * 
,ulj(M, (. i vns . Ste[) (\ teaches two responses to the question "l/nere|" and in- 
volve-. /I sul)-steps in which^the child is tauqlit to answer "there? (or potent ia1 - 
"fherr^ "in" (or potentially "in _^ " ) ^ -".on" [or potentially '^or r 

") ar)^d to discriminate between- in and on in response to the question \ ' 
"Where*!;, bie ^\ In Step 5 the child^Js tauqht lo name an object that is 

missinq in rf->pons.e to the question "What's Qane?" or "What's missino?" (aqain 
j)otent iri 1 1 V a )two word resfuinse " qone"). , ^ , - <) 



At tfiis point, the child is roddy for oxpansion nf both expressive and 
r(»C(>ptive lanquaqe skills. I xprinsion should fo-llow^the process of^ nornfal 
lan^iu.a()(> development. It should be Vernemhered that' the child is participa't- 
inq in this structu.red individually or small group presented program for ?n 
to 30 minutest' in verbal stvimujation for 16 to, ?0 mi niites', and in a structur 
ed qroiJp play sessjon for ^^0 to 45 minutes, as well as the pther activities 
of a total day program. 

It should be noted that the expressive stage of the program can be used 
with the communication system being taught whether it be verbal, or manitdl . 

Whdt is [)resented in. this paper 'is obviously only an overview of the 
|)rn()raffi. Questions concerning more detail are avai lable upon request. 



0_u 1 1 i n e_ o f_ t h^^ Pro gra m 



Stage I Attending Behavior 

Step r Sitting ^ < . 

Step ? r.l iriLi nati ng cji straicti ng behavior • 

. Step 1 Looking ^ • ^ / 

Step 4^ Listening " « • * 

Stage II " flotor 'Imi tation ' \, ' ,V ^ . 

Stage III Verbal Imitation , ' 

S^tage IV Rece[)tive Vocal)ulary ' * 

step 1 Identify 10 nouns 
Step f Ictentify"4 body |)arts 
Step 3 Find or show 10 nouns 
Step 4 .Give teacher ? nouns 
Step S Point to body |)arts on dnll 
"Step f) I den ti fy adjective plus noun » ' • . 

^ a. (lirty^^ 

b. ' biq 

c. 1 i ttle , ^ • 

_ "d/^ discriminate between- di rty , big, little 
* N^tep 7 SpaciaJ Relationship 

a . put object . in box 

b. put object on box, .table 

c. di scrimi nate between in, $n 

^ ' • \ 
Stacje V , , [xpressive Skills ^ ^ . 

Step 1 Name nouns' 
' Step ? Name body f)arts ' ' 
Step \ [?esf)nnd to "What do you want*?", 
a. name from two obje^cts 
\y. name from five objects 
:^ c.^dirty ^ . ' ' - 

d. ' big " [ 

e. little 

f. discriminate in, on 
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Step 
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Step 
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Respoind to "Where?" * - 

a. t'here / - ' ^ * . 

br, in " . - ■ 

c . » on ' ■ 

d. di'sfcriminMe- in, on' * 

Respoii?-d to-"Whiat's t^issing?" ' ' 
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MOTOR DEVELOPMENT AND THE." CLASSROOM TEACHER 

(■ r, ' 4 

. By . 
Cynthia L. Stone, L.P.T., 



In discussing motor development in' deaf-blind children, I would like , 
to m§ke some general observations about both ambulatory Snd mon-ambulatory 
children, and then divide the two groups up as they present specific 
problems'. ^ ' \ ' ,, ^ ^ 

Movement is the outward ' response of man to his environment. We are - 
unable to^delve in-to man's brain to see, what he* is thinkln-g; we can only 
observe Him by his actions. Movement ^therefore is nOt jusfa physical 
skill-, but has purposeful meaning and may express language, emotiom, and 
living Mjator development is* not a sreparate entity from all the other 
*de)/elopmental processes in the child. , His language,, -social izatio^n, visual.' 
and auditory ■■development are all ititertwine'd in th4s devel opmental process. 
We" cannot separate a child's movement repertoire from his total being, be^- 
cause it is^an expression of his total being. 

How does 'this cohcept-of totality relate to the child who is. sensorial- 
ly impaired? His'.sensory impairments don't stop at JITe periphery. Jhe ^ 
crux of the problem is lac.k^.of organization and ability to integrate sensory - 
input to prj)duce an' organized motor-qutput with meaoing. The teacher .in tne. 
classroom is the intervener. She roust be able to fi,rst observe and evaluate 
the child in his environmental interactions, see ho^ he is using what he has, 
arrd then plan and implement an educational f^ogram^'to a.ssist hiifi in develop- ^ 
ing in a more organized, functional manner^ ' '• a 



. The No'n-Ambulator\i» Deaf-Blind Child . 

''*fti, working with the non-ambulatory child; the teacher fs confronted 
'.-■Witri another impairment, -that of motor dysfunction. The chjld roay be merely 
•de^eloplentally delayed- cbe to lack of environmental experiences w he »ay 
-have motor impairment due'to central nervous system dawage.. ■ ^ 

HavingS physical therapist or occupational therapist as a consuTtant 
on the teaching team is imperative 'for effegtive management of • the child. 
Effective intervention in general handling and pmgraw" planning to meet the 
child's needs- calls for - assi stance from these disciplines. " ° 

Before going into basic handling techniques for positioning, feeding, 
dressing, and into developmental .activities to improve basic motor fumction- 
ing, it is necessafy to first discuss normal motor development in ■ general . 
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Normal motor development progresses through the maturation of the cen- 
tral nervous system and through environmental experiences. In the child 
that is' both physically and sensprially impaired, both of these processes 
are affected and the child's interaction with his environment is greatly 
di storted . 

The newborn is goveMed totally by reflex activity ai^d, through this - 
activity, his basic needs for survival are governed. The sucking reflex' 
allows the ch=^ld to gain nourishment as an akffomatic response to anything 
put into 'his mouth. He is completely dependent upi)n his' caregiver for all 
his needs, as he has no motor control over his bodyl Motor control is 
acquired in a sequential manner, through the integration of primitive re- 
flex activity which first governs .all his movements and the simultaneous 
dtevelopment of th^ ^normal postyra^l reflex mecha'nism . The normal postural 
re flex mechanism Ts'made up of the righting^ reactions which get us up an'd 
Urn U5 around,^ tjte equilibrium reactions which maintain our position in 
^spke, and norm^ postural tone which is low. enough to allow for movement 
and high enough to maintain posture. The development of the normal pos- 
tural refl'ex mechanism creates trunk strength 'and trunk mobility w-hich'is 
the basis for all mo\/ement patterns. 

The non-ambulatory deaf-bl i nd 'chi Id has. not devel oped the trunk 
strength and trunk mobility needed for erect . posture and ambulation. He 
has maintained the primitive reflex abtivity which controls Fiis movement 
patterns. 



Positior^ing and Handling ^ ; 

Twolareas of c one ern need to.be dealt-with in planning and implement- 
inig- educai^tion^Jr-f^o for the chtl^d. One is* the proper positioning 

for the child in aNlJjp'outlne activities' of the day to prevent contractures 
and deformities, Because ne is unable to move in a coordinated manner, the 
child fnany times stays in the position that he was placed in for hours an 
end. His head may be turned to one side constantly, and his trunk will be- 
come assyniiietrical through lack of ^position change. The key to positioning 
"^is observation of the trunk. All movement originates trjom the trunk. The 
head, arms and legs are all attached to the trunk. We adults are never in 
the sme position for more than twenty minutes at a time; we are constantly 
changing our body positionin^g and th-is must be taken into consideration with 
these cKildren. Through adaptive equipment we can facilitate correct posi- 
tioning for these children. This change in posifioning also gives them the 
opportunity to view the world from different perspectives. . " 

Handling techniques are 'also very important. They effect the security 
the child feel s and^ they also effect his motor response. When a child is 
picked up he' should always be supported at his shoulders and his hips,' so 
that his .trunk remains synimetrical , and abnormal postural 'tone is minimized. 
The key *to all handling is trunk rotatigti from the shoulders or the hips. 
Instead of picking the child up straight off the mat, first rotate him' up 
to a sitting position so as to allow him a more normal movement experience. 
Also, waiting for the child to respona to the movement is important. We are 
tryjng to develop .postura 1 adjustments- to- changi ng his position. We want to 



give him the opportunity to move in a more normal mariner. We want to quide 
his movements, not perform, them for hitn. In carrying the child, we must also 
think of ' trunk, syrinmetry and postural control. Too often we tend to hold them 
1 i ke newborns and fail to give thefn the op|X)rtunity to' adjust their bodies to 
changing positions. Each child has Individual^ characteristics to his motor 
problems; the^refore, the child's motor program m'tist have individual goals and 
oyectivf^s.' However , .trunk symmetry and trunk mobility are an integral part 
in all motor programs. We -must start the child where, he is and set uj3 realis- 
tic objectives to help him develop to his fullest. 



Dev elopm ental Act i vi ties ■ ' 

Children do not -compl etely attain one developmental level before moving 
on to the next level of motor performance. A child may not have complete 
head control on his stomach, and yet, on his back^ he may begin visual track- 
ing and batting at objects dangling in front of him. A, six month old baby 
may be able to sit up prop-ped on the corner of the couch or roll^^ver in 
either direction, but also be capable of playing bounc jng.tgame's orfhis feet 
while supported. He .needs to have a variety of experiences to develop motor 
skills necessajy for standing alone and walking. At the sme time, however', 
these normOyl motor experiences may be detrimental to the motorically imipajred 
child.' They may increase his abnormal movement patterns. The O.T. or P.T.^ 
.consultant will be able to help in programming for the individual child's 
special needs. * ^ • , 



Consl usion - ^ v « 

, The non-ambulatory child presents speC'^fic motor problems that need the 
consultation of therapists specialized in this area. A thorough understanding 
of normal motor development is*a necessity for the teacher irr dealing with 
these children. Trunk symmetry and mobility are keys to developing' more nor-'' 
mal movement patterns. Proper positioning in the classroom and the home can 
greatly alleviate the development of deformities. 

The Am bulatory Deaf-Bjind Child 

Once a child has acquired upright posture and ambulation, what are the 
factors involved in improved motor functioning and the gaining of basic 
skills of jumping, galloping, skipping and throwing balls? There is of course 
the further maturation of balance reactions. But, along with- this miituration, 
and equally important, is devel opmef^nt of socialization skills and, peer inter- 
action. The ambulatory deaf-blind chi 1 d / i s almost always severely delayed 
socially. In a review of the socialization abilities' of 187 deaf-blind child-- 
ren evaluated in September, 1974 on the Cal 1 ier-Azusa Scale, only 24 were 
functioning at a '24 month level of parallel play activities and 12 were func- 
tioning at a 48 mflhth level of interactive play. Not only is delayed social- 
ii:ation a factor -in lack of basic skill development, but also visual and 
auditory impairments have a gr^at effect on balance abi 1 i ties 'and movement 
through space. In eval uating 'gross motor performance in ambulatory deaf-blind 
children, once again the total child must be taken into consideration. Because 
they have no intrinsic reinforcement for acquiring basic skills, their fulfill- 
ment many tim^s. is seeg in sel f-stimulatX)ry activities of balancing on tables 
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and tripodinc] while light playinq. They use their repertoire of fiiotor move- 
ments to direct all their attention to their own (ciody. Because of tliis inner 
body direction, the child does not anticipate andldoes not respond to t^he 
environment. One of the main goals in gross motor! activi ty planning 'thren is 
to teach the child that he is' separ?ate from his environment, that he has a 
body and that it has definite boundari es , and thatjonce he has developed 
these boundaries he can learn to move through space in $ meaningful manner. 
Activities directed to develop body image and movement through space should > 
be emphasized. Build upon the child's repertoire olf movements before going 
into basic splinter skills. Set up circuits of obstacle courses that the ^ 
child follows in a sequential manner. Keep the samb circuit until the child , 
feels comfortable and then change it or add to it. Have group mat activities 
where all the children are lined up to watch each other perform. Children 
attend to movement and in a structured situation will pi'cJ< up much imitation 
from their peers. Structure, planning% and continuity are the key words to 
setting up gross motor programs. The child then is given the chance to. 
organize his sensory input to produce a more organiz^d^motdr output. Body 
rhythm activities can also be very useful for devel( 
movement through space. Music can be utilized for 
ing concepts of slow and fast, and for many imitatior 



Conclusion 




^, of body image and 
vie movement , teach- 
ovement games. 



The development of a gross motor program for deaf-blind children has a"' 
much broader scope than merely the acquisition of basic skills. Through 
movement activities that have structure, planning, and c'ontipnui ty 1 the child 
will learn to define himself as separate from *h is eny i romfient, and that he 
can learn about his environment from a motor base, which will give him a^ 
better foundation for organizing and developing his total being. 
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• THE INTERPRETATtO'N OF AUDiniLnGItAL EVALUATrONS 

JudUh Schmitt Waddell 

The Evaluation of a child's hearing acuity often presents a challenging 
problem,^ to" the audiologist. Children with multiple problems such as mental, 
retardation, emotional disorders, cortical dysfunction, and what we are in- 
terested in--a combination of primarily visual and hearing impairments, make 
differential di^ignosis difficult and requires observation and evaluatio^n of 
the child's auditory behavior in light of his total behaviora 1 pattern . In 
the deaf-blind child, communicative problems resulting from^the hearing im- 
pairment' are^^c^mpl ica ted primarily by the visual disorder.^A comprehensive 
evaluation is necessary to determine thje natjjre, degree, and' si^^nif icance of 
the hearing loss. Appropriate recommendations regarding otological referrals, 
educational placement and rehabilitative measures are then made in conjunction 
with the findings a^nd recommendations of other professional consultants work- 
ing wi th- the chi Id.'- 

It is important to review the procedures utilized in audiological eva- 
luations so that yO'U have a better understanding of the basis^on which th^ 
recotamendations for audiological rtianagement are made. 

The diagnostic evaluation actually begins prior to the time the audiolo- 
gist sees the chi ld. Reports from other profes^-ional sources such, as physi- 
cians (neurologists, pediatricians, ophthalmo,logi sts , etc.), social wor^kers 
and 'Speech pathologists bftep- provide the framework from which the audiologist 
- works to analyze the child ' s^ audi tory behavior. It is important to have on 
hand ' pertinent information. regarding the child's prenatal, natal, post-n^tal, 
developmenta.l , m^edical /and fami 1 ial history in addition to general behavioral^ 
observations. Additionally, the case history can assist in the diagnostic 
procedure in determining the etioj^ogy, age of onset and severity of the loss. 

Particularly with the deaf-bl,ind child, the reported history of maternal 
rubella would lead us to be alert to- the pwD'ssibi 1 ity of sensorineural hearing 
loss. Maternal rubella is the most oft cited etiology in connection with the 
deaf-blind child. Other disabilities such as cardiac malfunctioning, mental 
retardation,- and brain dysfunction are associated with the syndrome. The v 
rubella epidemic of 1964-65 has produced an exceptionally large number (over? 
20,000) children who are disabled as a result of the infection. the stage of 
pregnancy in which the infection was -contnacted may l?e related to the result- 
ing disorders. The first, trimester of the pregnancy is generally considered 
to be the most critical for the dev^elopment of the auditory mechanism of the 
fetus* We no^w know that the ear' may be damaged in any month of pregnancy, and 
if the" rubella virus is still active in the infant, it may^-^^stroy the auditory 
mechanism any time following birth (Bergstrom, 1974), Berg'strom noted that the 
direct infection of the inner ear is usually caused by the rubella virus. It 
appears that although there is a loss of hair cells and contact between the 
tectorial membrane and hair cells may not occur, the nerves and ganglion are - 



unaf fected^ (Ber^gstrom, 1 974). If this in fact^ is the case, it may be 
passible for these children to use their residual hearihg. This is im- 
portant when. we consider the prospects for amplification and an auditory 
training program for the child. 

Discussion and observation of the child's behavior (particularly 
auditory) whi 1 e J nteraCting with his parents and others, can be essential 
in making a meaningful diagnosis. With complicating factors, such' as in- 
consistent behavior, withdrawal, constant rocking, distractibil ity or 
hyperactivity, auditory responses obtained may not be indicative of actual 
acuity levels. 

The choice of test procedures is based on fhe behavior exhibited 
and the approximate mental age or functioninc: leveTof the child. A six 
year old severely retarded child cannot be e>pected to respond in a manner 
similar to that of a "normal" intellectually fumctioning child. If his 
behavior is on the level of a two-year oldchild, the testing should be 
structured as if evaluating a two-year old. This holds' true for- the deaf- 
blind child. On one hand, there are those' who- are functioning on a very 
low levels while. on the other hand a few may actually be intergrated into 
a normal classroom. 

In the very young child, auditory functioning is assessed by means 
of observational audiometry. Auditory stimul i such as* live voice (speech 
signals), familiar environmental sounds, toy noi semakers , warbled tones, 
white, sawtooth, and narrow band noise are introduced into the sound 
field environment and observations "are made of tlie child's behavior. 
Responses such as eye-widenii^g and blinking, startle, searching for sound 
source, vocal ization , j^tc. reCord'^d at the initiating intensity level. ^ 
It is always importarv/ to be aVare of the faqt.that with toy noisemakers 
of other stimuli wijtii undefined, frequency characteristics, a response will 
be observed to tha(t stirpul u5 if the chnld has normal or near normal hearing 
in any frequency range which is' is;ontained in the sound energy of the noise- 
maker (Miller, Polisar, 1964). lisuxilly pure tones will elicit the poorest 
responjse whereas more complex stimuli and speech appear to be^more suc- 
cessful. The behavior observed would be evaluated in reference to the 
/child's age and state of alertness. 

^ As, the child grows older other behavioral changes can be observed. 
More importantly, these may occur at low loudness levels. Vocalizations 
(including crying) may be noted in imitation of th^e examiner of initiated* 
by the child, such as "oh-oh", "ma-ma". Intonational and inf 1 ectional- . <^ 
■iw'tation may be other signs of response to auditory stimulation. 

In addition to observational audiometry, visual reinforcement and 
audiometry or condi tioned/ orientation reflex (COR) techniques can be 
utilized to obtain^ more irefinitive information about the child's hearing 
acujty, assiiming that the child alerts to a light (visual) stimulus. The 
child is conditioned to associate the appearance of a light with the initi- 
ation of an auditory stimulus. If conditioning is successful, the ch,ild 
will seek out the light wben the sound is presented. He is then reinforced 
with a light presentation. With COR,. a localization response is sought 
since multiple loudspeakers and visual stimuli are^used only as a means 
of reinforcement (Newby, 1972). 

Sound field testing results essentially reflect the status hearing 
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acuity binaurdlly. We can describe, our findinqs as representative of the 
"better ear" '. 

In some instances, pure tone audiGnieTrfc testing can yield definitive 
results. .To achieve reliable, valid results, test procedures wit1i most young 
children require conditioning to respond to „the task. Some type of play * 
audiometric activity, sLich as dropping a block in a box, pointing to the 
appropriate ear, verbal i^jnq etc. is used to' maintain his interest in the 
task at hand. The examiner .can be creative in devising his own techniques 
according to the needs of each chitd. 

In pure tone audiometry, we obtain arn estimate of the child^s hearingy^ 
acuity by determining- the intensity level at which a tone is detected 50T 
of the time (threshold), for each frequency (pitch) measured. Thresholds 
are obtained for each ear independently. Air conduction (tone presented 
through the earphones, travels through, the' outer, middle Sind inner ear) and 
bone conduction (in this case, vibrations of the tempora-1 bone stimulate the 
inner ear) tests are- usually performed to detenruine the nature and e)5tent 
©f the hearing loss. 

If possible, speech audiometry is employed to measure the child's ability 
to respond to speech stimul;i. Measurements of the level (speech reception * 
threshold) at which the ^ild can understand bO% of the words are obtained. 
In mo^t of the children 5efen,-this is not possible due to the lack of speech 
and language development- or severit^^ of the hearing loss; therefore a speechp 
detection threshold is obtained.'^ This measurement i denti f ies the level at 
W'hich the speech discrimination scores cannot be obtained. This Was urement 
is an indication of the degree of Impairment in und'erstanding what is heard-- 
how intelligible speech is. J 

Basically only objective measurements, of hearing acuity can provide^us 
with reliable information concerning the child. This type of testing does 
not require an active response on the p^rt'of the child. A majority of the 
children with whom you work can be placedo'nto this category. When responses 
are obtained subjectively, it is also -important that they be confirmed 6y 
other means. 

One of the most frequently utilized means of objective hearing testing 
today is impedance audiometry. The princi pi es underlying the procedure and 
the clinical technique were reptf^ted in 1946 and put into use in Scandana via . . 
It has only^ been vwithin the last five years or so that it has become a part 
of the routine hearing evaluatio>n battery, Northern and Downs (1974) define- 
impedance audiometry as an "objective means of assessing the integrity and 
functioning of^the peripheral audi tory mechanism" . The relationship between 
the sound pressure levfel of a 220 Hz probe tone and the volume^Df a closed 
cavity, in this case the external auditory canal, is the principle upon which 
this technique is based. For further explanation of the principle, you may 
check any of the more recent audiology publications. For the purposes of this 
paper, efforts will be made to describe briefly the test procedure used by 
audiologists and the significance of the results/ 

A headset, connected to the impedance a'udiometer , has an earphone (as 
you would find on an audiometer) on one side with a probe attachment on the 
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; opposite side. The f)robe tip on tbf? attachment has three ho1es--one through 
^ which a 220 Hz probe tone enters "the ear canal, the second controls the 
^-xch^nging air pressure 'in the enclosed cavity, and the third is a microphone 
/wTnch .monitors the SPL of the probe^ tone in the canal with various changes 
"^in air pressure. A cuff is placed on the probe tip, depending on the size 
of the ear canal, and the' profee is inserted in the ear canal forming an air - 
tight secil . . 

There are three basic measurements which compri se_, the impedance test 
batter«y- tympanometry , static compliance, and the acoustic (or stapedial) 
reflex. Although each' is significant in and of itself, more diagnostic 
information is obtained when the results of'the measurements are considered 
together. ' ' 

The first test procedure that we are concerned with is tympanometry, 
it i.s a measurement of the change in tynnpanic membrane stiffness, under 
various air pVe^sures. In other words, ^it determines the compliance or 
mobility qf the tympanic membrane with changes in air pressure. Th^is is • 
i/nportant clinically since the tympanic membrane forms one boundary (;jf the 

iddle ear system. Any pathology of this system will be reflected in the 
mobility of the tympanic membrane and/or changes In the air pressure of the 
middle ear system. - The maximum compliance of the* tympanic membrane can be 
found* when air pressure in^the middle ear is the same as that in tne 
external auditory cajnal . The tympanogram ' is used to record 'the compliance 
changes OK:curing with different middle ear pressures. Rese-arch has de- 
termined a "normal range". This range is indicated by the shadowed curve. . 
on the tympanogram^ - . 

A cla^ssificatiorf s^ystem of patterns has been devise^L Basical ly five 
patterns are described: ' Types A, A5 , Aq, B, and C. A type ^ tympanogram 
is indicative of a normally functioning middle ear system. The curve peaks 
at the point of maximum compl iance. There has been some disagreement as to 
the exact limits of normal middle, ear pressure, although general -guidelines' 
have been suggested. Th^Q^ cl inical judgement of the eval uator wil 1 decide 
the significance of the results in each situatio^n. T^pe Ac tympanograms . 
reflect normal middle ear pressure with reduced mobility ot th-e eardrum. 
We often see this type of tympanogram with otosclerosis, tympanosclerosis, 
and scarred tympanic membranes. An extremely flaccid eardrum i^ represented 
by the type Aq tympanogram, in which a greater than normal compliance of 
the eardrum is seen. A disarticulation of the ossicul^ir chain is indicated 
when the maximum compliance is not reach'ed even with a chang^e in sensitiv-ity 
^setting on the impedance audiometer. The type *B tymparnogram reveals no 
change in the mobility of the tympanic membrane, with variations in air 
pressure. This' is usually consistent with cases of serous and adihesive 
otitis medi'a or some middle ear mal formatio^is . It is important to be' 
aware of. the fac? that this tympanogram may also be found in individuals^ 
whose externaVear canals are occluded with ceruflien. In cases where it iS' 
feasible, the wax should be removed prior to testing. Type f tympanograms 
display- "normal" compliance of. the tympanic membrane with a negative middle 
ear pressure usually of -150 or -200 mmWS or less. These .curves may or may 
not be indicative .of fluid in the middle ear. It caa al so\ suggest poor 
Eustachian tube function { Eustachian tub incompetency), par|:icujarly in 
children with frequent upper respiratory infections . Children with type C 
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tympanogranis should be foiloVed bpcause of the possibility of impending 
secretory otitis medid. Lv^n without fluid, a mild conductive hearing 
loss may be present with patholoqic negati ve ^pressure . 

With tympanometry, procedures r^ay be utilized to determine Eustachian 
tube functioninfi and the [)resence of a perforated tympanic membrane. 

As was previously noted,' with all of these there can be associated ^ 
conductive hearing loss, although not io all irstances is the degree of 
the loss consistent with the results of tympanometry. 

The static compliance (measurement is arrived at by taking measures of 
the cavity volume of the middle ear system wit> the tympanic membrane at 
its least and most compliant pressure conditions. By subtracting the 
measurements obtained, it is then possible to arrive at a measurement of 
the static compliance of the middle ear system itself without including 
the volume of the external ear canal. Through research it has been found 
that the measurements may be divided into ranges associated with various 
ear pathologies. It has been shown though that there-fs-^a^ great deal off 
overlap among various pathologies. In a'ddition, results obtained with chil- 
* dren do not always tall within the predicted range. Results are generally 
too variable to be significant in and of themselves,^ This test is t;he 
weakest component of the battery and should^ be considered only in light/ 
.of the other nieasurements . . _ 

The acoustic reflex measurenient is the'th'rd portion of the test: 
battery. It is known that a sufficiently loud auditory stimulus can 

' cause the stapedius muscle to contract. In this^test, we are looking for 
the threshold level at which this contraction occurs. In normals, con- 
traction has beeh. observ'-^d with piire tone stimuli between 70 and 100 dB 
HTL and white noise timuli at about 65 dB HTL, With cochlear pathology^ 
.and recruitment present, these' levels may be lower. When a conductive 
hearing loss of sufficient degree (25-30 dB) , '^unilateral or bilateral, 

-this reflex is obscured and absent bilaterally upon testing. With a 
unilateral hearing loss not exceeding 80 dB reflexes will be present, but 

• with a unilateral loss greater thd^n this, the reflex will be absent when 
the earphone is on the impaired ear. With absent reflexes, normal tym- 
panometry and static compliance bilaterally, a severe sensorineural Ipss ' ^ 
is suggested. Northern and Downs (1 974) al so note*' that in some brain 
dainaged children, a reflex cannot be elicited even in the presence of 
normal hearing. 

f\% was pointed out earlier, more important diannostiq information can be 
gleane(r from the results when they are taken into consideration together. 
Information can be obtained suggesting that a medical referral is necessary. 
This is particularly important for a child who has a severe hearing I05S. 
The audiogram in this case would not be of' assistance in detecting a con- 
ductive loss, .It is obviously also important if only^sound f iel d test 
results are available. Tol erance ' probl ems with amplification may be con- 
firmed using the sta^jedial reflex. 

There fTre other r)bjectWe tests v/hich car be utilized, such as EDA, 
ERA, heart rate re'sponse, although' they are not fregujently found in all 



ERIC 



'1 

clinical facMities due to financial, spatial, or other 1 igi tations . 

V* ■ . • , 

Up to'^this point thp discussion has centered around the means of * 
detectinq t/re -ef f i c ifency of the peripheral auditory mechanism. - Many ' ^ 
deaf-blind children have auditory 'perceptual difficulties, in which the . ^ 
incoming sounds or auditory stimuli are not processed on a cortical 1 eyel . 
this processing involves a response to, organizafion , and comprehension 
of» sound--awareness, localizing, discriminating,. sequencir>g, synthesizing, • 
memory, classTfying, and intergra-ting. All of these functions are inter-'^ 
related. 'This is the. child who .ma]^ have normal hearing acuity and hears | 
what is said, but is unable to interpret .what is said. The expressive 
language skills are affected. Degree of impaioaght varje-s from child to / 
child. This is a child who also would not benefit fro^m amplification. 
Unfortunately, although audiologists are aware of these problems and some 
tests are available to identify central auditory problems, much research 
is sti^l needed tp investigate the many problems thai exist in understanding 
and' assessing central auditory functioning. 

V , ' !v " ^ ■■ ^ 

Audiol-oqic repbrts often describe a child''^ responses to vario\is 
types of stimuli. ■ Yqu n^ust remember though th'at these evaluations ard",.,,.. . 
usu^ ly conducted in a totally unfami 1 iar -environment. Xhis i^; often ' 
reflected in the response pattern elicited. The observations of parents, 
teachers and other individuals can also be helpful i'n determining th^ vali- 
dity'of the results or t^e.need for further testin^g prior to making a 
diagnosis . . - . . 

Now that t\\e evaluation is co^mpleted, it must be determined what 
the results reveal about th^ nature and degree ofUhe loss,' and generally 
how we can expect the child to function. . \- 

The audiogram is* a graphic representation -of the individual's 
hearing thresholds for each ear, measured in de(jibels, at particular fre- 
quencies. The air conduction thresholds represent the overall functioning 
of the outer, middle and inner ears. Damage to any of these structures, 
will' be reflected -in these thresholds. Results of bone conduction testing 
will indicate ^any problems in the sensorineural mechanism^-inoer^ ear or 
eighth nerve. By comparing the air and bone conduction thresholds in each^^ 
.ear,,we'are ablfe.to determine if the loss is conductive,, sensorineural, 
or mixed. With conductive losses, the bo^ne conduction thresholds will be 
within normal range, with air conduction thresholds indicating a loss of 
acuity. This would suggest damage-JLr^uthe outer and/or middle ear. If 
the air and bone conduction threshol ds^^e depressed equally,, a senso- 
rineural hearing. loss is indicated, in v^ich the damage is to the cochlea 
or eighth nerve. It possible also to have a mixed hearing loss, one 
in which damage both Vo the Conductive and sensorineural mechanism is 
evident. - 

When a conductive or mixed loss is found, a referral to an oto'logist 
is made in order to diagnose and treat thie underlying pathojogy. Wit|i- the 
use of impedance audiometry more diagnostic information can be provided 
to-the otologist. It is also beneficial in detecting thfe presence, of middle 
oar pathology in individuals with severe or profound sensorineural hearing 
los-ses. In these cases, with the limitations imposed by the intensity 
output of the bone conduction oscillator, pure tone audiometry is hot sbif- ^ 
ficient in determin^ing the existence of the overlying conductive ccpponent/ 
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-.The degrees of hearing loss have been described in >ajrious;ways-- 
inild, moderate, moderately severe, severe and profound. StWtes con- ' " • 
ducted in recent ydars seem to indicate that a majority of Children , 
'having- hearing losses as a result of maffernal rubella will fa-ll into 
the moderately-seven^ to profound categories. Some mild-moderate hearing 
losses also have been diagnosed in this population. The tendency ' though 
is toward a more profpund los^. Although reports vary as to whether or 
not a typical audiometrfc configuration exists, most of the li'terature ' 
indicates that one is not found corfsistently upon^ testing. .Many of the 
audiograms display a falling contour, where hearing loss becomes pro- 
gressively greater in the higher freguency rang^ with slightly better 
threshold levels in the low and high freguenc.ie^ Essentially flat ^ 
configurations and those with a greater loss in^he low frequencies, of 
course, have also been observed (Borton, Stark, 1971). 

^Althouqh pure tone testing alone is not always' indicative of 'the effect 
the hearing loss teas on the intelligibility of speech fOr each indi^vidgal, 
we are able to estimate the sensitivity level for the reception of speech' 
from the ()ure tone averages of the speech frequencies (500 Hz, 1000 Hz, , 
2000 Hz). These f requenci'e.s have been defined as such because most of the 
acoustic energy for the intel 1 igibiliity of speech is found with^in Vhis 
frequency raitqe^* .With a sharply slolping augliometric configuration, the 
average of the "thres^hol ds at 500 Hz and 1000 Hz are, more accurately indi- 
cative of\the speech reception threshold. Spo^ndaic words (used to obtain 
an SRT") are heavily weighted with 'vowels, whose acoustic ertergy. is con- 
centr-^ted in the low frequenties. Speech discrimination or intelligi- 
bility is dependent upon consonant sounds. Most of their acoustic energy 
is in the ^higher frequencies. Generally speaking, they also WdVe less 
energy than 'do vowels. \ . " - 



Usually audiogram^are more representative of what cannot be heard 
rather than what can. Individuals with similar audiograms may function 
differently in discrtm^inating speech. Audiograms also lack the ability to 
describe an individual's capability of recognizing and'perc^iving elements 
in relation to the dimension of time--the rate and duration of utterances, 
which is -important to auditory perception. We can make , judgments though ' 
regarding what type of frequency distortion^for speech may exist by deter- 
mininc] the degree and pattern of the loss, taking' into consideration resid- 
ual hearing. ■ , ' 

In the reh-abi 1 i tdtio;n of any child, parjticul arly the deaf-blind 
Qhild, amplification should be cons iglered. The professional responsible 
for the aud-iological management of the child will determine the need for 
and the appropriate type of amplification. The audiologist will take 
into account observations regarding the child's beliavior made by those, 
working with ^e child ^on a daily basis. Most children should be given 
a trial period of amplification. With deaf-bl ind. chil dren , binaural' 
amplification is highly recommended.; Binaural amplification has many, 
advantages over a monaural fitting including improved localization of 
sound, improved ability to select a signal from a competing background 
of noises, ability to identify, and recognize common environmental sounds, 
and better speech discriminatio^n under poor listening conditions (Miller, 
197Z). Since one of theMiiost im()ortant skills a dea-f-bli^nd child can ' ' , 
develop. is localization*, the need for binaural amplification is obvious. 
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In eveludtin(i Lh'f' benefits of -the hearing aid, comparison can be 
*made between, the resujts of an aided sound field audiogram with' the- ^ ' 
unaided resulfs to determine the improv'fement i a 6ens i fi vi ty to sound the 
fnstrument provides. If |)ossib]e, responses to wa/bled tones may give, some 
Mnfiicrition of the frequency range within which the. chi\d ma'y^b^ per.ceiving 
sound. This is obviously done in addition to obtaining a speech detection 
(or reception) threshold. ' . , - > ^ ^ ^ ^ 

A brief note--it is essential^ thatnhe. ch i 1 dren 'achieve opting ^ . 
ibenefit from ^the aid; thus a daily hearjnq aicj ^heckl 1 st shoul d be^evised 
to be certain that the aid is functioning prop^^rly.. 

*' The use of auditory training) units, whether Ihey be individual or 
classrjoom, • loop or TM systems, should also be considered, and the choice , 
ber determined by the needs of your particular program.^- ^ " 

An important consideration that we often overlook is. the acoustics' 
of the classroom' in relation^to speech intelligibility. We are aware of ^ 
the pr-oblems with speech intelligibility that the chi\d., i? experiencing by 
virtue of his ^hearing loss. Despite the advantages, of anrpji'f ication we 

'must also consider the amount of distortion produced by hearting aids. A 
classroom should be sufficiently quiet to allow the teac|iec' ^voice to 
be heard. In^addition the intensity ratio at the.^ch 1 1 d ' s Ciear between Uje 
instructor's voice and room 'ncrfse (ambient. ^nd reverberant) is -iFiportanV. 
np:nerally the closer the teacH^V is tb thetthild, particularly in a. poor 
acoustic environment, the be^tter the intelligibility. Carpeting, acoustic, 
tiling, drapes, and lining the door frames with rubber foe. a tig'hter seal, 

, may help (Katz, 197^2). ^ - ' ^ ' ^ 

Ain[)l i f ication 'is critical in help'ing a' child' tp' develop his potential 
for communication through the auditory channel. This potential includes 
the developnienL of a th1l d ' s ' re-1 a t1 onsh 1 p between himself and ^Kts. environ- • 
ment, recaW.i^g warning and'danger s ignal s\. en joying auditory stimulation, 
' such as music and^vl romiit^nta 1 s^ounds, and for development of an aware- 
ness of his- own vocalizations .in the, overall development of speech and 
Ivinfjuacje s'k i 1 1 s . ' 

^^^^In developing an auditory training program, ^you must keep in mind the 
indi viVl^43l child, as- well as the. fact that it is not a separate rehabili- 
dtive liieasure, but a part of his overall- language development pro^gram: 

l'!efiardless of th(^ de(jr;ee^of hearing loss', with atfi^el i f icat ion a chiJd 
has the opportunity to be^:o1ne aw^e o'f many- envl ronmental , sounds Which 
were not audibVe to him befor'e. txposi^hg him to^ various types af auditory 
stimuli throuf)hout the day is important. Developing an awareness of sound 
i.s a basic concept in an auditory training progrBm. You must remember ! 
though'he,is now being bombarded by sounds he has^ not heard before, 9*0 hi-s 
"auditor-y world" must be structured , so that he 'is able to obtain as ^^luch • 
inforniatlan ^s he can from thej^timuli h^, is receiving. Activities ^ 
appropriate for the child shoufd be'.designed to create an interest in , 
•listeninq to sounds, [)articular to his envl ronfiient . W-e know -that sound 
is attend^ed to more often when it has meaning for us. ' Sounds associated 
with daily living activities , ^uch as feeding ,. d^ess ing, bathing, etc:-, 
nn initjal activities will be more meaningful. With the deaf-blind child 
we must' compensate for the visual handicap by using t.actile, kines^thetic , 
gustatory, etc. cVues in conjunction with sound. 



, It-OS a1 so /necessary to attend to and discriminate bptweenl warning 
signals "such as bellsi sirens and^ horns. AssoGiate.d with |;his behavior 
is searching and^ locating tbe sourcef oT sowd. This is . a partic\ularly 
critical skill for the deaf-blind chlVd. An appropriate, schedul^ of rein- 
forcing correct responses Is necessary. ' ^ ^ 

• ■ ' * 

Utijozing^ vtbro-tactile and auditory sensations in music therapy 
the- cj>t1d,^eajns to di5crimin.ate amo^ng differences in pitchy loodiness, 
stress and Vhythimic patterr^s whi^ch ar^esson^ttal to the perception of 
speech*. ./Ojten children wtth usable residual hearing only in 'the Tower 
frequenci'^' depend 'aa stress , rhythm and intonatio'nar patterns for 

identifying and as'soCiating meaning with acoustic stimuli. 

> , * " " * / ' - . ■ 

:•• , , " o ' 

Carryover into language^ activities rt^ay b? made. .Listeniftg and, 
discrimination skills are d'^v&l oped, and voCafizationi and babbl ing 'responses 
^are stimulated. Meaning i< estabJ istied between an- action or object and 
its verbal symbol, and a basi'c vocabulary is developed; ^ 

Later goals in audi tory training invol ve* the discrimination 'of vowel 
and consonant sounds in various syllabic combinations,, and in word and 
' sentehce units. • - \ 

/ 'For'mdiny deaf-blind children only the basic audttory sTkiUs of 
awareness and gross discrimination will be developed. For others some 
decjree of proficiency ^i 11 be. attained in^djsvel oping receptive and^ ex- 
pressive language and speech' ski 1 1 s . Setting' reasonable sh:ort*>and long 
term goafs is ijjiportant. ^ ' ^ 

^ ^. It is "important that professionals working with the ;dea5^bl irld chil.d 
^ have a basic understand i'n'g of all ^evaluauive procediure^ and recommended 
rehabilitative measures, in order to assist the dteaf-bl ind child in 
deve'lopicia. his potential to the fullest:.' . . ■ . ' 
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BEHAVIOR MANAGEMiENT FO^R THE DEAF-BLINiD 

by , 

Jan Writer, ^ Consul tant 



it is the goal of this paper to provide teachers, aides, and support 
personnel who work with deaf -blind children and youth with basic techniques 
*for managing thfir students' behavior throyg^h appropriate observation, eva1 
uation, program planning, and environmental control. Emphasis will be 
placed, upon the individuality of each deaf-blind child and the importance 
:of developing his level of functio'ning through the use of those t^ohniques - 
and ma-terials kost relevant, to him. Information will be discussed within 
thei following format: , • ' 

T. Introduction to the deaf-blind child as an individual 

7. Assessment of the child's current . 1 evel of functioning 

3. I^rimary considerations in program planning 

4. Suggestions for moti-va'ting the child * ' - , 

5. Considerations *in the selectio^n of classroom materials 

6. The child and his environment 

INTROOUCTIO'^ ^ • ■ ^ 

In recent years, chafiging professional attitudes have influenced 
movement away from a perpetual search for the way-, the omly way, the best 
way of educating deaf-blind children toward recoginizing th.at there are niQ' 
cookbooks or panaceas; Tb^ deaf-blind child i§ first a child and then a 
child who has a problem. He is an indivi^lual. It is not only a matter of 
"'different strokes for different folks,'' ''but the recognition of the fact 
that what works for a given child today may or may not 'work for that 
saime child tomorrow. . 

The concept* of the "child as his own curriculum giuide" implies that., 
eaph ^Ifigifj^lipd child reqiuires a sequence of activities and variety of 
tethniques^^r the remediatio-n of his problems whtch are different from 
those reguired by any other individual (Ha«er', 1974:8). Hence, progfaims 
need to be planned for the child, rather than the all too common practice 
of trying to plan the child to fit an alreacTy establ i shed, program; Sit- 
, uations should be offered to the child which will enhance his movernent 
from a level of d'ependient funetio^ning to a level of greater independent 
functiO'ning. The most flexible application of this theory would be for 
the educator to "start whe?^ the child is and let him take you where he 
will go," (Hammer, 1975). ^ . 



Just as the deaf-blind child is an individual, so are the educafbrs 
who work with 'him. Tl^re are no experts in our field of education in the 
sense that no one. person knows all there is to know about educating the' 
dea-f-bl ind. It is also relatively safe to assume that no one, person can 
be all thing-s to all children at all. times. Fortunately, in recent years, 
the classroom door has begun to swing open and a team approach to learning 
is rapidly replacing the old "my child - your child" syndrome. Teachers,' 
aides, parents, -and support personnel are beginning to work together in 
the design- and implementation of effective programs to meet the needs 
of individual children and their families. The inclusion of the -child's 
parents on the planning team has proven Especially effective for program * 
•development and carryover. A comprehensive educational program demands 
this form of interaction. It must be remembered that the educator works 
with the child for only six hours a' day; whereas, the ^Mrentr have respons- 
ibility for him eighteen hours a day. The same princi p|l j/ol ds true for 
the dormitory parents and attendants of. the deaf-bl ind Jthjl d in the res- 
identi-al setting. No one has all the answers. Itjs^iW together. 

■ ASSESSING THE CHILD'S CURRENT LEVEL OF FUNCTIONING 

There are many different techniques currently Joeing used to assess, the 
functioning levels,, of deaf-blind children and youth. The Callier-Azusa 
Scale (1975), the Curtis'and Donlon Tel ediagnostic Protocol ( 1974) , and the 
Efron and Duboff Teachers Guide for Evaluating Vision Functioning (1975) 
are just a few examples of the new mul ti-modical and categorical assess- 
ment tools employed. The commonality between" these tools is that they all 
seek to provide the educator with a vehicle by which to observe, record, 
and evaluate what the chi Id. can 'do. It is these positive, Qbservable 
behaviors'- the "can do's" -CwFich are the most reliable indicator of the 
deaf-blind child's functioning level. . " • 

The covert behaviors of the deaf-blind child are a di rect. ref 1 ection 
of the varied systems which serve to provide the -child with a means of 
gathering and storing information about h'imself and the world around him. 
These systems of behavior,, as described by Haimmer ( 1974 :7), are, 1) physical; 
2) social; 3) emotional; and 4) mental. All systems are interrelated. They 
provide a basic framework in which, behaviors may be observed and described. 

The physical system of behavior includes the areas of perception .an'd, 
motor developjient. • An impairment to either of these areas will have an 
obvious effect on the child's ability to learn and progress. Al'so included 
in the physical system is the child's level of maturation, his abiTity to 
thrive, and his nutrition (Hammer, 1974:7). If the child is in poor health, 
or if-he is not receiving adequate protein, vitamins and other nutrients, 
it is unlikely that he will ever develop to his maximum potential. Attentio'n 
span will be brief, strength and endurance will be limited, irritability 
and behavior probl ems ' wi 11 be common, and absences from the classroom will 
be frequent. 

The social system of behavior reflects the child's ability to under- 
stand and relate to the world in which he lives. In children this behavior 
is best observed in patterns of play. Play may be divided into three 
distinct levels: isolated , parallel , and interactive^^^ — .The deaf-blind fre- 
quently demonstrates an overlapping of function betw^n two^levels. 
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At the isolated level of play, the child prefers to be alone. He 
may a,ctive1y resist or passively accept any imposed, contact with otKers. 
Ttiis is a time for the child to. test the world ijn which he lives through 
tasting, touching, and bringing in information on a very priTnitive basis 
(Hfi'mmer, 1974:7). It is important that a child who is .functioning at' 
this level of play be allowed the opportunity to-dev^lop a primary rela- 
tionship with one person rather than being "thrust" into contact with 
many different individuals. ^ , ^ / 

.ParatJlel play is shown in children who are\aware of other people in 
their environment, although they do not always acknowledge their existence. 
They ma^ seek to do the sme types of activities as others (play, eat, etc.), 
but without any attempt at cooperation or working^ together. At this stage- 
of social development, the deaf-blind child may u^e people as "objects"' to 
fulfill his needs (he may lead an adult to a high cabinet to obtain a 
favored -toy or he may prompt a larger child to push open a heavy door when 
he wishes to leave the room). - ' 

^ '* , , . ' * 

' " The child who demonstr'ates interactive plScy activities will initiate 
contact with adults and other children. He will want to take part jn the-^ 
activities of others. This child will imitate the behaviors, and mamnerisms 
fof people with whom he comes in contact. At an advanced point in this stage, 
he will share and take turns.' 

The third system of behavior is the emotional. This system reflects 
the child's ability to perceive of himself as being uniqiiiie and separate . 
from others. Included also in this area ts the child's ability to express 
his feelings-, wants, and needs and to receive the emotional signals -of ' 
others. He learns to cope with life situations (Hammer, 1974:7). 

The final system' in which the behaviors of deaf-blind children may 
be observed is the mental. This does, not refer to IQ scores, which are most 
frequently obtained from tests which are not designed to measure the 'per- 
formance of a, child with a mul ti sensory deficit. Mental behavior does 
reflect the child's ability to solve a proMem, to evaluate, and to learn 
by trial ^ind error. It is demomstrated by the child who stumbles over 
an object in his; path and then walks aroumd it in subseqyent encounters. 
In adciition to memory, this system also in'Cluded the child's ability 
to put together past i nfo^rmatiom ij.. order to generate new activity. 

The deaf-blind child's level of functioni ng wi thi n each system of '"^ 
behavior may be appraised in different ways. Developmental assessment an^d . 
the recording (and subseqiuent evaluation) of the child's behavior in a 
variety of carefully delineated settings are two techniques frequently 
employed. A 'different technique, discussed by Haimmer (1^974:7), concerns 
the appraisal of the processes by which-a learner moves "from^a level of 
dependency to a 1 e v e 1 oT i ndepend en t function, 1% is the premise of this 
technique that learning does not begin at the skills level: it begins at 
the fumctional level which precedes the skill to be taught,. In other words, 
if a child is not able to demonstrate the process of learning a function, 
it is not relevant to teach the related skill before the process has been 
ful ly developed. ' > ^ - , 
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The pVO'Cesses of organization of behaviors follow a heirarchy out- 
lined by Whepman (I960, in Hammer, 1974 : 7) which ^corresponds \tith the ^ 
- organization of the development of the central nervo^js systerj. These 
processes, beginning, at the most basic level, are: 

1 ) sensory input 

2) motor output ' _ ' " 

3) perception " ^ ' ^ ' ■ ^ ■ 

4) imi tation ^ 

5) concepts , V . . " 

6) lanqgage . ' • ^ * 
* 7) thougihts 

8) ideas ' • 

'V, 

The deaf-blind child progresses up the heirarchy of processes as he acquires 
4».qreater independent functioning in each of the systems of behavior. These- 
processes provide the means by which -the child can organize informatio^n 
taken in through the various systems. 

At the sensory input leveT, the child is the passive receiver of sensory 
stimuli. Once the child makes either a reflexive or voluntary motor response 
to the sensory input, he progresses 'to- the motor output level of processing. 
Perception' is observed when repeated sensory inputs emerge into a pattern 
jof recognition. The child is able! to discriminate between stimuli. Imi-' 
' tative behaviors provide for the observation of perceptual input. (Con- 
cepts are formed once the child isNable to call upon past senary, motor, 
and perceptual behaviors to generatKjjey^ ac%i vi ties . The concepts, in turn, . 
may be measured o^n the output side througih language, thoiugihts, and ideas. . 
(Hammer, 1974:7) The deaf-blind child's level of functioning may be assessed 
by determining which processes of organizatiofi are demo^nstrated in each of 
the systems of behavior. Activities based upo^n this type of assessment 
would then begin at the - functioni nq or process level which precedes the skills 
needed to be taught. ^ ' . , 

In the course of determining a given deaf-blind child's level of Ttmc- 
tioning, the educator may observe that child demonstratinq "inappropriate 
or stereo-typed behaviors (spinning, rocking, eye poking, filtering light 
sources -through his hand, etc.) Although the first inclination on the part 
of the educator would be to stop these behaviors, extreme cautio^n stould 
be exercised. Rather than being signs of a strictly emotio^nal disorder, 
many of these behaviors have proven to be pathogenic in origin (DesmoliL 
1967 and Vernon, 1967). Often they are" a dirfecf outgrowth of the centraiV 
nervous system damage experienced by the-child. 

PRIMARY COiNSIDERATIOiN IN PROGRAM PLANNIN'G 

Once it has been determined what a given child can do, goals and 
objectiws need to be set to meet that child at his level of f uinctio^ni ng . 
In establishing a daily routine, emphasis should be placed uipo^n develop- 
ing the total child and not on isolated skills. As mentioned earlier in . 
this paper, cell Systems of behavior are interrelated (Idnguage doesn't 
occur- only from 9-10 d.m.\ hearing only from 10-11 a.m.; vision only 
from 2-3 p.m., etc.). Activities should reflect integrated goals whidh 
take into account several systems of behavior. Skills are an outgrowth 
of thechild's total development. Train the child and the skills will follaw. 
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A mul t i -sensory a[)prodch to the presentation of new tasks wilk 
often assist the deaf-blind child in^the initial stages of Teaming. 
An object which" the child is allowed to see, feel, 'hear; and taste , • 
will be more meaningful for him than one which he is only allowed to see. 
By initiating an acti vi ty* wi th a multisensory approach, reducing the 
stimulation to the processes to be taught, arid then returning to a 
multisensory approach at the vef^y erid of the ^activity, the educator allows 
tbe child to experience that ac-Li.uit^in the post complete way possible. 

The deaf-blind child has a need fo\struiture. He functions best- 
when dealing with the comrete rather than witl^ the abstract. A relevant 
daily routine helps to provide this structure. i By following a co^ns i stent ' 
routine, the child canMearn to anticipate activities and events. Hence, 
things become less scary and more' organized for him; thus facilitating 
and learning, c ^ ' 

Relev^ance jn the deaf-blind cnild's daily ^routine pertains to timing* 
as we]l as to activities. Activities should<^bei relevant to the child in 
,the context of his environment. The child may be able to acguire the 
skill of color-sorting inch cubes into plastic (inargerine tubs, but how 
relevant is this activity to his life? If th-e child is to l^arn to dis- 
criminate between colors, perhaps the use of socks shi rts , toys, cups, 
bedspreads or other items found in his -environment wou^d be .far more 
meani ngful to .him. ^ ' , ' 

The time of day during which aivactivity occurs should also be rel- 
evant to the child. In order to •tee^'meani ngful , aymbols need to be taught 
to the Gjiild in a situation in which he is involved in the* total event. 
Events should take place at a time which would correspond to the child's 
regular "home" routine. Dressing skills should b^ taught in the morning 
before class, i n -conjunction with' toileting, when ' reiT|Ovi ng clothes for 
tactile stimulation, etc. Feeding would be taught at lunch and snack 
time; appropriate play would be taught during receps or free play; 
learning to set a table would, occur prior to serving lunch "family style"; 
and so on. Consideration should always be given to the ease by which 
the activities "planned- for the child at school can be carried over and 
internalized in the home or in the dormitory. 

If the child is to. -internal ize an activity, he must first be allowed 
time -^nd opportunity during the day for: 
" ' .J) task general ization 'to other situations 

2) spontaneity of application of skills learned 

\^ . 

SUGGESTIO'NS FOR MOTIVATING THE CHILD ^ 

The challenge in motivating the deaf-blind child and In modifying his 
behavior lies in trying to rais,e his level of performance to- that of a 
smoothly running organism. (Lent, 1970) If a child Is highly motivated 
by an activity or an event, not only will he be more inclined to de- 
monstrate positive performance, but he will also be more likely to carry 
over the activity into other situations and to d^emonstrate related 
spontaneous behaviors. Hopefully the profession has moved beyond the point 
of feeling that if only a program had enough M & M's it coul d^ moti vate 
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children to chanqe their behavior. M M's We not a panacea. I iqht, ^ 
vibration, and even social praise have often proven to be much strpnqer 
reinforcers for this population. Many children do not 1 i^<e .sweets and, 
even if they do, their nutrition should take a much hiqiher precedence ^ 
over their taste. * 

In selecting i;einforcers by which to motivate th€ child toward higher 
levels of function, the educator shttuld pay close attention to what al- 
ready turns the child on. Reinforcers should be selected based upon 
what the individual child thinks is good, not what we, the educators, 
decide is good. Althouqih it, is often extremely difficult to find d_ ^ 
"turn on" for deaf-blind children, it should be remembenetTtbat thefe is 
always a reason (payoff) for everything a child does, ^orris, 1975) 
A variety of potmtial rewards should be made available to the child 
and a record .kept\of those objects or events to which he returns. The* 
child's responses to events which routinely occur in the environment 
should also be not.ed. Parents may be able to provide val^uable information 
on items outside qf the classroom which motivate their child. "Outsi'de" 
observers may also prove helpful in identi fying "pos iti ve reinforcers. 

Some reinforcers frequently mentioned by teachers as being effective 
for tnotivating their deaf-blind students irTtludie:* / 

]\ 1 ight (especially colored light, or light shone througn cellophane 

or color paddles) 
?. textures (soft, fuzzy, or feathery) 

3. air (squeezed from an empty liquid d^^rgent bottle or blown from 
a battery operated fan) 
^ 4. vibration (from a hand-held vibrator or other mechanical source 
or from the adult model's throat in voice production) 

5. sourrd (music from a radio, piano, or record player; toys that 
make noise) 

6. movemei^ (toys that move^^soap bubbles blown in the air, or the 
child's own movement in space) 

7. traimpol ine (bouncing witFi adult supervision) 

^ 8. social (praise, tickling, patting, clapping, or rubbn'ng) ^ 

9. free time (time offered the child to do whatever* he wants contingent 
upon positive performance) 

The deaf-blind child needs to learn the* conseqiuences of his behavior. 
It is of extreme importance that any reinforcer selected for a given child 
be applied consistently to that child by all persons with whom he comes 
in contact. A positive reinforcer should be tKe outcome of a positive 
behavior. In order for the child to learn to repeat positive behaviors, 
h'B must clearly understand w^ich of his behaviors are being reinforced-. 

C ONSIDERATIONS IN THE SELECTION Of CLASSROOM MATERIALS 

"The best materials in life are free" reflects that often the^ma- 
terials which are most relevant to the deaf-blind child are'"already present 
in his own environment. Those materials with .which the child routinely 
has frequent contact (his clothing^ his favorite toys or objects', his 
eating utens i 1 s the furniture in his classroom, .etc.), will be far more 



*Food and drink have been purposely ommitted from this list due ta their po- 
tential detrimental effect on, the child's nutrition and total feeding program. 
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concrete and relevant for h.im. than obtr^use or unfamiliar materha^ls 
(form boards, stacking rings, blue plastic airplanes, rubber fOrm 
animal s , ^tc ,) . Although these latter items may "serve a purpose in the 
development of abstract thought processes, it should be questioned as 
to just how mean inq^ftij. they are to the deaf-blind child in his everyday 
interaction with his* "world". Shan^fel.t ( 1974) recommends that the 
educator ask himself four basic quest'ions prior to selecting any new 
material for a deaf^J:)lind child: 

' 1 . With the use of this 'material , will the child l^earn a ;^.:kill 
or will he learn a concept? ' 

The child may be conditioned to manipulate the materials and give 
the correct response without ever learning the concept the ed- 
ucator is trying to teach. (Ex: he may learn to sign "shoe" 
when^ a plastic shoe is placed before him on a table and still 
be unable to leibel the shoe on his ow-n foot, the teacher's foqt, 
or another child's foot.) A skill should not continue to be 
taught just because a child is making progress with it. If 
a child is unable to transfer that skill to situatioins' mean- 
ingful to him, it is essential that- the materials used be 
altered or dropped,, if that, child is to pljirogress. 
Are -we challenging the child or frustrati^ng him? 
Are the materials too high-level for the child? (Ex: should a 
child who does not demonstrate manual reach-grasp-reJeSse be 
expected to stack inch cubes?) Are the material s too 1 ow level for 
the child? Is the child frustrated and refusing to perform' 
because, after having demons ty;fii ted the facility with w,hich he 
could complete a task, we demand that' he meet 100/? criterion on 
seventy-five trials over ten consecutive days? 
Are we planning for where the child is or where he should be 
for his chronological age? „ ' 

Materials should be selected which are appropriate to a child's 
level of functioning. Choose materials based upon where a child 
is not where he shoul d be. 

We we concentr.^.ting on what he can't do or what he can do? u 
Training should begin with materials W'hich the child can TTrfady 
begin to jnanip^iulate and progress from there. Does it make sense 
to try to teach a. child to cut with a pair of scissors along a 
straight line, when he has proven unable to visually track 
an object along the horizontal and vertical planes? 

THE C IIILD AN D HIS ENVIROWMEI^IT • 

The structure of the 1 earning ef^.vlr.Qnnignt^l ays an important role* in 
the management of the deaf-bVind child's behavi^dfy In or'der for the child 
to progre'ss at an optimal rate, his en vironmental^^ needs must be met. 
Morris (1975) and Hammer (1975) suggest sik possible avenues which might 
be taken 'by the educator to identify the child's needs. 

1, Observe how the child spontaneously interacts with his en- 
vironment'. Record behaviors w'hich the child demonstrates without 
adult supervision: a)\in the home or dorm before and after 
school; b) in the clasJsroom; c) on the playground; and d) in • 
the community. Data on how the child spontaheo^^sly takes in 
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information will prove valudblo when structuring the introducuion 
of n'ew materials or tasks for him. ' \ 

?. Identify the child's best functioning space. Where toes he prefer 
to be? Some deaf-blind chjlldren, feel more comfortable on the floor 
or in a corner against a wall rather than in a chair with thelV 
legs dangling in space. If the cliild spontaneously seeks out 4niall 
defined areas, his learning will probably not be f aci 1 i tated by\ 
starting him out in a large open space. What is tauqht and howAit. 
is taught is far: more important than where it is taught. \ 

3. Start where the child is and where he needs to be. This pertain^ ^ 
to aJJL aspects of each activity attempted.' If a child consistently 
turns his head to either side, whenever material is presented, it\ 
may be an indication that his residual vision is primarily in the \ 
(>eripheral areas. Would it make sense to have this child look \ 
"straight" a,t the materials or give "good eye contact"' if he is 
lacking central vision? 

4. Consider the effects of all outside stimuli on the child. ^ Distract- 
ing stimul i 'should always be kept 'to a minimum in initial training. 
If the cKild consistently watches the activities of others, rather ^ 
/.han attending to task before him, he may need to-be parti tiowd ^ 
gff by a screen or turned to face the wall 1n order to reduce visual 
distractors. Tactile, auditory, gustatory, and olfactory stimuli 
may also disturb or distract the child. If axhild is trying to 
rid his' mouth of an u^Qdesired toothpaste taste, he wjll probably not 
be too prone to attend to the scheduled learning' activity. 

5. Provide. the child with a learning atmosphere in which to develop 
alternative behaviors. Let him explore and try things out o-n his 
own. Make material s, used by the child during different timies of 
the day,avaf lable'to him in an unstructured setting in order that 
'he mighlf be allowed the opportunity to generalize and initiate new 
activities. 

f). Allow the child to organize his world without adult management. , 
Provide him wi^h the opportunity to manage his ow.n behaviors. Le^ 
the c hi Id £0 . 



SUMMARY • . ' ^ 

Learning, as presented in this paper, is a process of moving f rom ^a 
level of dependent function to a level of independent functio^n. In order 
to enable the deaf-blind child to becoj-he the eventual independent manager* of 
his own behavior, the educator must: \ 

1. Recognize that the deaf-blind clhld is first a child and then a 
child who has a problem, \ 

2. .Understand that what works for a gsj^ven child today may or may not 

worl^ for that same child tomorrow. Be flexible. 

3. Identify where the deaf-bl ind -chi Id i s fu^nctioning - socially, 
emotionally, physically, and merKaUy. 

4. 'Plan appropriate programs of interventio^n which are relevant to 
the total child in the Context of his envi ro^nment , 

5. Consistently apply positive reinforcement proceduy^es selected 
from those for which the chtld has already indicated a desire. 
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6. Select meaningful materials which will help to'teaeh th» child a • 
Concept rather than a skill. 

7. Structure the learn4ng environment to meet the itdividuaT needs 
of the child. ^ 

8. Start where the child is and let him take you where he will go. 
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